. Risk difference associated with a 1-MET increase in cardiorespiratory fitness or a 1-SD increase in muscular strength in age-strata and for the total U.S. adult population ESM Table 13 . Omitting, in turn, one study at a time from linear dose-response meta-analysis of cardiorespiratory fitness estimates including control for adiposity.
ESM Figure 3 . Study-specific relative risks per standard deviation increase in muscular strength in models not controlling for adiposity ESM Figure 4 . Risk of small-study bias visualized by funnel-plot of cardiorespiratory fitness estimates including control for adiposity.
ESM Figure 5 . Risk of small-study bias visualized by funnel-plot of cardiorespiratory fitness estimates excluding control for adiposity.
ESM Figure 6 . Risk of small-study bias visualized by funnel-plot of muscular strength estimates including control for adiposity ESM Figure 7 . Risk of small-study bias visualized by funnel-plot of muscular strength estimates excluding control for adiposity For metaanalysis
ESM
Results should be provided with relative risk, hazard ratio or odds ratio, and corresponding confidence intervals or information to calculate variance associated with estimates.
Estimates should be convertible to the unit size found most appropriate for harmonization Insufficient information/not possible to convert estimates to chosen unit for harmonization *Cardiorespiratory fitness is the ability to perform large muscle, dynamic, moderate-vigorous intensity activity for prolonged periods [1] . **Muscular strength is the ability of a muscle to exert maximal force [1] . ***Muscular power is the muscle's ability to exert force per unit of time [1] . ****Muscular endurance is the ability of a muscle to continue to perform without fatigue [1] ESM We chose not to include the "Representativeness of the exposed cohort" item of the original Newcastle-Ottawa Scale [24] since we find this irrelevant for the evaluation of the internal validity of the studies. Thus, a total of 8 stars were achievable. Study quality reflects assessments in relation to the estimates for which we extracted data and not the study per se. We chose not to include the "Representativeness of the exposed cohort" item of the original Newcastle-Ottawa Scale [24] since we find this irrelevant for the evaluation of the internal validity of the studies. Thus, a total of 8 stars were achievable. Study quality reflects assessments in relation to the estimates for which we extracted data and not the study per se. [15] Categorical data:
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ESM
 MET-level in quartiles unclear o Divided oxygen uptake in ml/kg/min by 3.5
Linear models: o GLST applied on categorical estimates Kawakami et al., 2018 [16] Categorical data:
Linear models: o GLST applied on categorical estimates *Using formula provided by the Cochrane Handbook for Systematic Reviews of Interventions, [55] . b" Feasible minimum risk". c "Plausible minimum risk". d PAFs [58] for low cardiorespiratory fitness were calculated by defining the bottom 25% of the population CRF distribution as unfit (<8.4 METs would be classified as unfit for men whereas women with a CRF <6.0 METs would be classified as unfit) based on the U.S. FRIEND database at 40-59 years of age. We then estimated the proportion of total diabetes cases which could theoretically be prevented by changing the cardiorespiratory fitness level of all unfit adults to the fitness level matching the distribution of the population of "fit" individuals (≥25th percentile). RR's were based on a contrast between the fitness level of the sex-specific 12.5th percentile (the midpoint of the 1st to 25th percentile interval) and the 62.5th percentile (the midpoint of the 25th to 99th percentile) estimated from the restricted cubic spline model. This analysis is comparable to conventional PAF calculations based on eliminating the exposure and "shifting" exposed individuals into matching the distribution of the "non-exposed" reference category (above the sex-specific MET cut-points as specified above). As the PIF is calculated based on a distributional change, rather than complete elimination, it may be preferable over PAFs in the case of a continuous exposure were the minimum risk is achieved at a non-zero exposure level [59] . CRF; cardiorespiratory fitness, PIF; potential impact fraction, PAF; population attributable fraction. 
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